The enhanced susceptibility to certain infections following splenectomy has been increasingly recognised since the 1950's.' More recently the syndrome of overwhelming postsplenectomy infection (OPSI) has been defined.2 This describes the clinical picture of an acute fulminant illness, associated with disseminated intravascular coagulation and shock, progressing rapidly to coma and death within a few hours of onset. We present a case of pneumococcal septicaemia occurring 25 years after splenectomy for trauma.
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CASE REPORT. A 37-year-old male presented to a local hospital with a short history of nonspecific illness. He had been unwell for three days, feeling feverish with diarrhoea and shortness of breath. He gave a history of having had a splenectomy carried out when he was 13 years old following blunt abdominal trauma. He had not suffered any other serious illnesses. On examination he was pyrexic with a tachycardia and a blood pressure of 105/65 mmHg. He had a generalised purpuric rash, and his hands and feet were cold and cyanosed. The white cell count was 30,000/pl and there was moderate elevation of plasma glucose and urea. Gram-positive diplococci were cultured from the peripheral blood and the diagnosis of pneumococcal septicaemia was later confirmed. He was treated with intravenous benzylpenicillin, two mega units four hourly, and fluid and electrolyte support. Over the next few days he became hypotensive and his peripheral circulation remained shutdown. Disseminated intravascular coagulation was diagnosed and was treated with fresh plasma transfusion. He was also treated with dobutamine and naftidrofuryl oxalate. He developed gangrene of both feet and of all the fingers, also skin necrosis of the tip of the nose and upper lip. His general condition nonetheless improved, and three weeks after the initial presentation he was transferred to this unit where amputations of both legs below the knees and of all the fingertips were carried out. The necrotic areas at the tip of The Ulster Medical Jourmal his nose and lip demarcated and healed spontaneously. Pathological examination of the legs confirmed occlusion of the smaller blood vessels in keeping with disseminated intravascular coagulation.
DISCUSSION
The responsible organism for overwhelming postsplenectomy septicaemia is usually streptococcus pneumoniae but meningococcus spp and haemophilus influenzae are commonly implicated. The current literature suggests that the rate of overwhelming infection following splenectomy for trauma ranges from 0-5 % to 2-5% after long-term follow Up.3 If splenectomy is performed in childhood however, the rate of overwhelming infection is significantly higher, with most cases occurring within two to three years of operation. Consequently there has been a move towards spleen-saving surgery following blunt abdominal trauma, especially in children. Non-operative management in conjunction with noninvasive investigation of splenic integrity is common practice. A useful classification of splenic injuries is given in the Table. In cases where laparotomy is undertaken, lesser degrees of splenic injury (types I -111)4 can usually be treated by splenorrhaphy or partial resection, reserving splenectomy with autotransplantation for type IV injuries. 
